Section of General Practice
President-G. M. KERR, M.B., L.R.C.P., F.F.A. R.C.S. [November 20, 1957] DISCUSSION: THE MANAGEMENT OF THE HOPELESS CASE Dr. Ronald Gibson (Winchester): I am told that in ancient Babylon it was against the law for doctors to attempt to treat hopeless cases. To-day, as I offer a twentieth century family doctor's conception of the management of these cases, I view with some envy the position of my Babylonian predecessor.
"Hopeless" patients are those of any age group who are suffering from a disease or state which we, with our present knowledge, regard as incurable. At any moment, with increasing knowledge, one or more will be struck off the list. In other words, the incurability or hopelessness is used by us as an expedient pending further research, and there is no reason therefore, why we should not adopt a positive approach to those patients from the very beginning, and follow the excellent example of the Bishop of Durham (Harland, 1957) who said of the dying that they must never be deprived of their last joy on earth-which is hope.
Hope is a state of mind in which one expects confidently that what one desires will come about-it is confident anticipation. Until a certain stage is reached in the lives of these patients for whom we have so far failed to find a cure they are confident of their return to a state of health comparable to that of the average individual they see around them. They are, in fact, hopeful. When they begin to die their desires change, so that they look forward with confidence to their dying and to this world's release from their adversities. They are still hopeful.
This approach, of course, could be called academic and unreal. But I must emphasize at the outset that the theme of care (so far as I am concerned) must be played in a major key of which the dominant note is hope. The basic principle is that the patient's expectation, whether of life or death, must be created by the doctor, nurtured and maintained by him, and guided by him so that hopelessness (whilst it may conveniently appear as the title of this debate) never enters the patient's mind.
To pigeon-hole or catalogue these cases would, or course, take a book in itself. Hopelessness may be diagnosed at birth or at any time within the next hundred years. Care may extend over hours, days, months or years. So that some limiting definition is necessary. DEFINITION I. Gavey (1952) says that the term "hopeless" implies that the patient suffers from "a disease or state from which recovery is beyond reasonable expectation". This classification could be broken down, I think, by dividing such cases into two:
(1) Those whose expectation of life has been materially diminished by reason of the disease from which they suffer, and (2) Those who, whilst suffering from a disease or state from which recovery is beyond reasonable hope, will not suffer any diminution of their expectation of life because of it.
Having defined hopelessness I must now explain what I mean by "care" II. Care implies total care, that is to say I am looking upon the patient as suffering from more than just a specific illness. I am acknowledging that chronic illness (as Jerome Tobis (1955) emphasizes) has a social as well as a biological character, and therefore the efforts of the doctor and his helpers must be directed towards the maximum function of the patient in all fields-physical, psychological, vocational and social. I acknowledge, too, that this is no easy task-for care must not continue for a limited period and then be allowed to lapse because of diminishing interest, lack of new ideas, or over-work. Care that is allowed to regress is worse than no care at all.
How does care begin? How is the degree of care assessed? Obviously the first factor to be considered is the disease from which the patient is suffering, into which category it falls and the degree of disablement it is causing. Symptomatic treatment can then be instituted. This is care of the disease and not of the patient-the latter will follow.
Starting in this way the doctor gets to know his patient, the patient's family and his environment, and he can arrange all three into the pattern that he knows will be most suitable for the long time ahead. I propose, therefore, to start with the care of the environment, to proceed from there to care of the relatives, and then to care of the patient.
THE ENVIRONMENT
The design of the environment depends on two major factors at the outset: the home background and the financial status. The Welfare State has influenced both of these.
In the first place it has raised the standard of living of the population, eliminated gross poverty and improved public health education. Thus the State doctor, under the National Health Service, can enter practically every home in the country, and can take with him the State nurse, the health visitor, the home help, the social or welfare worker, without any thought for the family's income in pounds, shillings and pence.
Nowadays the degree to which these people can influence the environment, therefore, depends more on whether the patient is surrounded by a loving and responsible family than upon the financial or social status of the family, and it is unfortunate that the State, in taking so much obligation upon itself for the welfare of society has, at the same time and inevitably, lessened individual responsibility towards the family. Without this individual responsibility even a healthy family may break down, and it is certain that one which includes a chronic sick person will tend to push the responsibility for care and management on to the State, and the patient's environment will be that of a chronic sick hospital or nursing home.
Attention to environment obviously involves in the first place a rearrangement of the house-not always easy to bring about at once-often a great deal of suggestion is required over a long period. A bed-room downstairs may mean considerable sacrifice to some families; with others there will be room to spare. Some patients-particularly the older ones-fear the ground floor at night. Such a move may also necessitate the provision of lavatory accommodation downstairs, the elimination of steps in and outside the house, the widening of doors and gates, and so on. In this re-educating and conditioning process the health visitor can be a great help to the doctor, and also in introducing the Daily Living Department to the family.
There is, unfortunately, no time to enlarge on the work of this department. So many "gadgets" can be invented and provided. Suffice it to say that almost any individual's needs can be supplied.
The environment plays an important part in building up the pattern of the patient's daynot only to keep him amused and occupied in gainful occupation, but also to impress him continually with the true fact that he can still be a useful member of the community.
Diversionary activities designed to take the patient's mind off himself and his illness include the television and wireless, cross-word and jig-saw puzzles and various card games; the encouragement of hobbies, such as carpentry, painting and needlework, writing and stamp collecting. All these fall within the province of the social and welfare workers, the W.V.S. and the Red Cross. Not to be forgotten also are visits from the librarian and, perhaps most important of all, the arrangements which must be made for continuing the patient's education, particularly along the lines necessary for possible re-employment. Thus it can be seen that people play a prominent part in the make-up of the environment. Dr. Alfred Worcester (1935), for example, reminds us of the importance of introducing new friends to the patient, of ensuring his association with young people and of maintaining at all costs his personal vanity.
THE RELATIVES
To turn to the relatives. I am reminded of the young general practitioner who, after a misdiagnosis and subsequent death of his patient, felt it incumbent upon himself to apologize to the relatives for his shortcomings. They were quick to reassure him. He was, they said, the only one who had given them any hope.
Where possible it should be left to the family doctor to deal with relatives. This is not intended as a slur on the consultant; I always pity him when he has to interview relatives in hospital-he has probably only known the patient for a few hours, and he meets the relatives face to face for the first time outside the ward. How can he possibly know how to arrange his story-how much to tell and how much to leave out-and, particularly, how much of the future to predict? We have to deal with two types: those who are suddenly faced with an acute crisis-such as the onset of poliomyelitis in a child; or those whose lives have been gradually conditioned to a change in the family environment-such as would be brought about by the progress of an inoperable carcinoma in an elderly and dependent relative. The latter change, being slower in development, is more easy to manoeuvre, but both groups depend for their management on the personality and outlook of the particular relatives, and it is impossible to assess this at a first meeting.
It is, therefore, the G.P. with a knowledge of the family extending over years, who best knows how to manage these people. Mismanagement of relatives means mismanagement of patient, for the hopeless case. is going to be far more dependent on them than on the doctor or his helpers-it is therefore vital that the right outlook should be adopted from the start. told to go home and learn braille, for within two years she would be blind. I winced at the abruptness of this but she seemed quite contented and determined to make the most of her environment for as long as she could see it (she was already making a note of things she had never seen before, and storing them up so that she would remember them when she could no longer see them). Not so her relatives. They had been given an even blunter prognosis. Their lives were going to be changed by this failing vision to a greater extent than the patient's, for it is one thing to go blind and another to have to care for the blind-and for an indefinite period. A patient going blind is, after all, a hopeless case according to our definition, although the expectation of life may not be diminished, and this is not the way that the family doctor would choose to set about preparing patients and relatives for a changing scene.
One talks of dependence of patients on relatives. If anything a more tragic situation develops when relatives become dependent on patients. The progress of a chronic illness may bring with it the development of a selfish or possessive attitude on the part of the patient towards those in closest contact with him. The family doctor must watch out for this and do all he can to stamp on it before it becomes irreversible. I remember one devoted family, all of whom were wage-earners until one sister developed Parkinson's disease. Another sister stayed at home to look after her whilst the remaining two sisters and one brother continued to maintain the family exchequer. It was all done with the best possible intentions. Now the one sister is irretrievably bound to the invalid who "cannot live without her", and every bit of strength is being sapped out of her as the years and the disease proceed very slowly to take their toll of the patient. Care of a hopelessly sick person is also the responsibility of the family as a whole and must never be delegated to one individual member of it. If it takes an experienced G.P. to lead relatives into the atmosphere of chronic sickness without undue trauma to themselves or to the patient, it requires even greater tact and knowledge to guide them through the phase when a hopeless life gradually proceeds towards its end. It is difficult to understand that those who immediately care for a chronic patient may become so attached to him that they will struggle against the only possible and, indeed, only happy conclusion. This struggle can be dangerous because it may be transmitted to the patient, and what might have been a tranquil ending to a life becomes one of bitter argument right up to the last; it may lead to resentment against the doctor, his helpers and family friends, to the employment of all sorts of unorthodox methods of treatment and even, finally, to a turning away from the God who allowed death to separate them from their loved ones.
THE PATIENT
We have now discussed the inauguration and supervision of the programme which is to absorb those who make up the most intimate circle around the patient-the supporting cast, as it were. We have arranged the environment to suit the particular patient-in other words, the scene is set. We must proceed to a consideration of the management of the patient himself-the leading actor.
I am convinced that from the very outset it is the family doctor's duty to encourage the patient in an aggressive attitude to his disease. Such an approach has, in fact, been emphasized recently by Dr. Bodley Scott (1957) who, in an address to the B.M.A., said that the patient's happiness is best served by encouraging him in an aggressive attitude towards his diseaseto keep at work and to live a normal life until physical disability makes it impossible. Along with this, as Dr. Bodley Scott says, must obviously go the exploitation of every available means to procure even temporary and partial remission of the disease. Both of thesethe aggressive attitude and the attempts at treatment-are calculated to encourage the patient to a positive attitude towards his illness-in other words, a hopeful attitude.
The essence is that the onset and progress of a disease must never be permitted to interfere with the patient's love of life. He may love it from a bed or a chair, a bedroom or a ward, but the changing circumstances of his life must not interfere with his devotion to it. Tolstoy (1868-69), it will be remembered, said that the most difficult thing-but an essential oneis to love life. To love it even while one suffers, because life is all. Which leads me to my next point: I have often found it useful to remind newly diagnosed hopeless patients that, if they come to think of it, life is always a struggle-even for the apparently healthy individual, and either mentally, physically, or both. The onset of an incurable disease may add to the struggle but, even so, may not bring it up to the level of that suffered by some people who, though apparently healthy, yet are constantly fighting some unseen physical or mental disability which they dare not share with anyone. The onset of care, then, or the first phase of care, revolves round an assessment of the personality of the patient and of his ability to tackle the future; helping him in the first few weeks to recover (or, if possible, to enhance) his love for life and his determination to go on living; enabling him quietly to settle down in his new environment and to accept his relatives, the doctor and his co-workers in their new status; and, finally to start him unobtrusively on the routine of his new daily existence. THE ROUTINE OF DAILY EXISTENCE It is this "routine of his new daily existence" with which we are now concerned. Obviously it would be impossible to detail the whole list of apparently hopeless cases in order to outline the specific treatment for each. I am going to concentrate, therefore, on what I call "average" care, which is really the build-up of care ready and waiting for all new hopeless cases, one or other end of which may have to be modified to suit a particular case. When first discharged from hospital and waiting for the family doctor to call the patient will nearly always remain in bed. Even though he has been up every day in hospital he will keep to his bed at home until the G.P. confirms that he is the same patient suffering from the same disease, and therefore, liable to the same treatment at home as in hospital. Rather like a ship that has been prepared for launching he remains unmoving until the home doctor presses the switch! This is not altogether a bad thing, because the first visit must include a preliminary chat. Even though he has been in hospital there will be a lot he still requires to know. Everything possible must be carefully explained to him with mingled sympathy and honesty, and then he must be told of what has been arranged for him at home and of how he is expected to proceed. A word of warning here: he may not have been told of the hopelessness of his case. It is disastrous for the family doctor to assume that the patient has accepted that he is suffering from an incurable disease when, in fact, for one reason or another, he has been carrying on under the assumption that he is going to get better. The contrary is, of course, equally true-when the patient has prepared himself for the inevitability of his future and the family doctor optimistically starts off on the lines that no effort will be spared to get him better. Both can happen if the first talk is not carefully guided and controlled by the doctor. PHYSIOTHERAPY When possible, then, the activation of the patient proceeds from the first visit of the doctor, bed-rest being carefully balanced against over-exertion. With this goes the arrangement and management of exercises, requiring the active participation of the patient and having the additional advantage of helping to take up a good part of his day. Additional aids and self-help devices come in here, and physical rehabilitation may have to include the advice and assistance of various specialists-the specialist in physical medicine, the orthopedic specialist, the neurosurgeon and the plastic surgeon-all working with the family doctor towards the three major aims described by Jerome Tobis (1955): the relief of pain, the increase in range of motion and the increase in motor power. It is the G.P. in the first place who must recognize the need for the appropriate specialist, and call on him. CHEMOTHERAPY Chemotherapy (or treatment by drugs) clearly has an important place in average careif only for the mouth, the bowels, the skin, for pain and for sleep-apart from any specific treatment.
As an analgesic I still use the pot. bromide and aspirin mixture' I used in hospital, with or without the addition of codeine phosphate (omitting any reference to possible constipation with the exhibition of codeine!). Largactil, Physeptone and pethidine follow in that order. I find Largactil an immensely useful drug, especially for the vertigo and/or nausea of the senescent. For sleep, "Mist three fifteens,"2 Soneryl, "Spansules" of phenobarbitone and Omnopon furnish all I need to ask, and here I must say that I cannot subscribe to those who write of the necessity for increasing doses of morphia in treating the dying. I have never had to resort to this.
For the skin, in addition to the nurse's routine care, Compericum has a definite place, and when the skin breaks down I always first use an ointment3 to be found in the St. Mary's Hospital Pharmacopoeia-I know it must be good because of the number of nurses who insist on using it. I find that constipation usually responds, at any rate in the first place, to a compound paraffin emulsion night and morning, with or without the addition of liquid cascara in varying amounts to the evening dose. Mist. magnes. hydroxidi with liquid paraffin is also useful, and I find Senokot of great value.
Urinary and frcal incontinence are distressing complications and between them are more likely than almost anything else to cause the breakdown of home care (except, possibly, insomnia and the constant need for care at night). In treating these one has to rely on good 'Pot. bromid. 7j grains, codein. phosphat. I grain, mist. ac. acetylsalicyl. ad i ounce.
2Tinct. opii 15 minims, pot. bromid. 15 grains, chloral. hydrat. 15 grains, aqua ad 1 ounce. 3Acidi borici 15 grains, olei eucalypti 15 minims, bismuthi subnitratis 60 grains, zinci oxidi 180 grains, oleum ricini ad 1 ounce. nursing discipline combined with regular habits, encouragement and the application of almost eternal patience.
There is so much more to chemotherapy than I have either the time or the expert knowledge to include. DIET Over-eating must not be encouraged, but, on the other hand, so many patients, particularly the elderly, have such poor appetites that there is little hope of correcting metabolic deviations and it does seem that no amount of vitamins, calcium, androgens and/or oestrogens can overcome the defect. No harm can come from giving in to particular cravings, and there is no point in forcing a patient to eat food he heartily dislikes simply because the relatives think it is good for him. I have found Cytamen, Becosym and Complan useful adjuncts.
SociAL THERAPY I have already discussed this fairly fully under "the environment".
The social worker is an invaluable member of the doctor's team. It is beyond the time, and, I imagine, the ability of the average family doctor to analyse the vocational capabilities of the patient, the capacity for further education:or for a return to some form of employment. The analysis must be made, for it will be remembered that we must impress the patient with his continued importance to the community at one level or another.
Work need not necessarily be for financial gain. It may merely be for mental relaxation; as a time-passer or-(perhaps most important of all) as a means of doing service to others in the community.
SPIRITUAL THERAPY
It has always seemed remarkable to me that most patients automatically regard their doctors as atheists or, at best, as agnostics. Many times I have regretted that a patient should feel it necessary to apologize to me for the suggestion that he might get some help from a priest-and would I mind if he tried. Worse still is the surreptitious consultation between patient and parson without letting the doctor know, in case he would be offended or would not understand.
I include spiritual therapy automatically in my care of the hopeless case, and only if I receive a dogmatic refusal of such help do I pass over it. By this I do not mean that I encourage the patient to consult any clergyman. If he definitely states that he would like to see a particular one I ask if I may contact him. With this permission I tell the parson the medical aspects of the case and ask for his co-operation.
If I am not specifically asked for a particular priest I must say that I prefer my own choice. Where I come from, of course, they can be seen wandering about in prides, and it is not difficult to find one to help in almost any situation; but I have learned that, like specialists in other fields, each tends to show a partiality for a particular type of patient. I need not say how much nicer it is to be able to call in the parish priest, since he exercises the same authority in the spiritual field as the family doctor does in the medical, but it is not always possible.
I am convinced that a patient on whom it is not possible to apply spiritual therapy is missing a major part of his treatment, and the lack of this vital constituent of total care makes the remainder far more difficult to apply and far less effective in result.
One cannot leave this aspect of care without touching on the tragic move so often made by patients or their relatives who, as I have already said, in desperation at the hopelessly inevitable nature of the prognosis, proceed to employ some peculiar and unorthodox "spiritual aid", of which there are so many different varieties. That some of these so-called spiritual healers, or the like, are honest in their beliefs and in their desire to help there can be no doubt, but others merely exist in order to play on the feelings of, and to make money out of, the hopelessly ill. All one can do is to wait for the anti-climax and, when it comes (as it inevitably must) receive the patient back into the fold without recrimination. Argument in the beginning or recrimination at the end may bring about a change of doctor, and with this a possible change in the routine of daily life and of treatment. This should be avoided at all costs (even that of the doctor's pride) for enough damage may well have been done without this additional risk.
PSYCHOTHERAPY This undoubtedly has a place in the care of the hopelessly sick. I am still middle-aged enough as a family doctor to believe that, other than in exceptional circumstances, I ought to be able to manage my hopelessly sick patients as though psychiatrists had never been invented. I hope that too many of my patients have not suffered for my obsession in this respect although, even so, I fear that I should remain unrepentant. 8 5 115 6 THE PHASE OF DYING In the care of the patient when dying, all these therapies still have their place. Gradually chemotherapy and spiritual therapy will take precedence over the others. The fundamental aims at this stage are the banishment of pain and anxiety. A judgment of the patient's personality and beliefs must sway the doctor in his decision as to when, if at all, the patient is to be told that the last stage has been reached, and how to tell him; often the priest can and should do this last sad office.
We all of us know how peaceful death can be when it is faced without fear, and equally how delicately the process of dying must be handled by all concerned so that nothing is allowed to ruffle the calm or break the stillness. William Hunter said "How easy and pleasant a thing it is to die"-and this is true.
Once Sir William Osler was visiting a dying child and knowing that the end was near he picked a beautiful red rose from his garden. He took it out of his pocket in the sick room and told how he had watched the last rose of summer growing in his garden and how the rose had called out to him as he passed by, saying that she wished to go along with him to see his "little lassie". The little girl understood that neither fairies nor people could always have the colour of a red rose in their cheeks, nor stay as long as they wanted in one place.
Death is not a hopeless thing; nor are the dying without hope. Therefore, if for no other reasons, our care of these patients is infinitely worth while. TOLSTOY, L. (1868-69) War and Peace. Moscow. WORCESTER, A. (1935) The Care of the Aged, the Dying and the Dead. Springfield, Ill.
Dr. C. J. Gavey (London):
There is a growing medical and lay interest in the problem of the hopeless case. I tried to assess the situation in 1950 (Gavey, 1952) when I was struck by the paucity of literature of a type that was readily available; but since then statements have been made in other Sections of this Society, notably in the Section of Medicine on "The Management of Advanced Cancer" (1955) and in the Section of Surgery on "Palliation in Cancer" (1955): Medical books have appeared such as "Should the Patient Know the Truth" edited by Standard and Nathan of New York (1955) and very recently Davidson's "Medical Ethics" (1957) containing contributions pertinent to our subject. Laymen have also written of their experiences as sufferers from dread diseases, e.g. Evans (1952) from epilepsy, Opie (1957) on poliomyelitis and Hession (1956) on cancer of the colon with colostomy, to mention only a few. Last year the Archbishop of Canterbury collated data on Divine Healing (1956) . ,Television has given a great deal of information to the general public as to what can be done for cancer and certain types of heart disease, and we cannot stop thirst for knowledge on these matters. What is happening in America is more slowly happening here. I mean the study of the facts of disease by all and sundry. A degree of impatience is appearing in people who want to know the why and wherefore, and up to a point they have a right to this information. In other words they can read and learn of the scientific aspects of medicine; but its method of application rests on a higher plane and requires the long arduous training of a doctor who must retain independence if his best is going to be good. At no time has the doctor's prestige been so much in the balance, but we need have no fears if we give judgment based not only on knowledge but also on feeling. Judgment is difficult and increasing knowledge brings its own problems: a hundred ways of investigation bring a hundred ways of going wrong, hence the need for a balanced attitude to investigation, in teaching and in practice, based on the highest integrity, and a profound respect and awe for body and soul. Sherrington (1951) in "Man on his Nature" put it to us that "human doings, human feelings, human hopes and fears move man as does nothing that is not human . . . We have, because human, an inalienable prerogative of responsibility which we cannot devolve, no, not as once was thought, even upon the stars. We can share it only with each other". Science, wonderful though it is nowadays, and worthy of meticulous attention, provides no short cuts to assessment of the patient as a whole; this can only be achieved by careful study at the bedside as of old. Graves once said "Genius will not compensate for lack of clinical study at the bedside".
Laymen are gradually acquiring a knowledge of survival rates instead of death-rates and it is proper that it should be so, for anyone who is stricken with a killing disease will tend to think of the possibility of recovery rather than the inevitability of death and so from the start a valuable defence is set up. Initial fears from increased knowledge are giving way to the feeling that something substantial can be done. Have I a chance? says the patient. In order to be able to answer this with the confidence that the patient can detect, we should have in mind the cures or arrests that we have known. Men will fight against great odds, but not for so long if defeat is thought to be certain. Thus the patient, now better informed, plays an increasing part in the management of his disease but at the same time our responsibility becomes infinitely more exacting. Certain religious considerations are relevant to our work as doctors. When the situation seems hopeless, nothing remains to solace except Faith, but Faith can be like a ". . . promontory of the sea, against which, though the waves beat continually, yet both itself stands and about it are those swelling waves stilled and quieted" (Marcus Aurelius). Most patients are not afraid of death but are reluctant to die. I think that applies to some atheists and to religious folk alike. The reluctance to die has largely to do with the welfare of remaining relatives and the instinctive will to live. In this country it is now seldom that we meet patients who dread death because of possible utter damnation hereafter but perhaps the majority have qualms at some time about their position in after-life, and would welcome an opportunity of improving at the last their relationship with God. Though we would wish that all had given this communion with God a life-long application, it is not practical to assume that. My view is that the doctor is not expected to minister himself but he is expected to see that spiritual help is available and to co-operate readily with the priest. Though there is a growing mutual respect, I think it is common for the clergy to be reluctant to approach the doctor, and the doctor the clergy. Then the help of an intermediate person, the Sister in hospital, or a friend or relative in general practice, is appropriate and welcome to all parties. It is very doubtful whether anyone should be allowed to die of chronic disease without some warning of that possibility, at least at the very end. We know that Roman Catholics have unwavering views on the utter necessity of preparing a patient for death and anyone with religious feeling would I think desire everyone to be prepared; but as doctors we have no prerogative to decide this issue categorically, but simply to co-operate wholeheartedly with the clergy in satisfying the needs of our patient. I would emphasize here that the last Sacrament does not remove all hope. It is for those in danger of death, not necessarily of certain death. In regard to the patient who is actually dying, I believe he is more often aware of the ministrations at the last, than the doctor might think on medical grounds. A doctor is recognized as one who is unbiased as to race or creed, which is perhaps the reason for the common unjust accusation that doctors are lukewarm in matters spiritual. Indeed many, possibly most, doctors rely consciously on religious beliefs as a source of strength in their arduous work.
Courage is a virtue with which we are very variously endowed and we must recall that disease may in some cases undermine courage by reason of its nature or severity, especially when prolonged, and associated with distress in the family. Let us remember the experience of our Lord: "He was withdrawn from them a stone's cast and kneeled down and prayed:
'Father, if thou be willing, remove this cup from me: nevertheless not my will, but thine be done.' " Telling the patient.-The Hippocratic Oath charged us to "follow that system or regimen which according to our ability and judgment, we consider to be for the benefit of our patients and to abstain from whatever is deleterious or mischievous". In the doctor-patient relationship the patient has implicitly charged the doctor to give him the maximum help in combating the disease, and as we doctors see it, the patient has in his own interest, implicitly left this problem of telling to the doctor's judgment. It is a human right to know the truth about oneself, if the truth be known, but it is not incumbent on anyone necessarily to exercise that right. Most doctors say that for themselves they would wish to know the truth, e.g. Osler, Cushing and others. The doctor must be sure of his facts yet prognosis is difficult and full of pitfalls. The slightest doubt regarding diagnosis and prognosis will indicate the postponement, if possible, of intimation of the state of affairs until time has clarified the position medically, and prepared the patient for bad news. All of us could quote examples of mistaken prognoses, but if only we remain aware of our fallibility we are not likely to do harm in this connexion, especially if, when telling our patients, we include what we don't know. More patients would seek the truth if they realized that terminal illness is not as a rule attended by acute suffering. In most diseases a toxemia supervenes which dulls the mind and favours a peaceful exit. More patients would ask if they had the opportunity, hence the importance of regular visiting. Some do not want to know the disease at worksimply their expectation of life. Others only want the sympathetic ear of a responsible person. A relative should know the position. It is not infrequent for the relative to ask that the patient be not told. This may be reasonable but our prime duty is to the patient.
The patient who obviously knows the truth may never seek to talk about it and a mutual understanding rests on this. There is the occasional patient, rare in my experience, whom one feels should not be told lest the truth harries him and his family. The maxim to do no harm applies here, but it is usually possible to advise against undertaking important commitments simply on grounds of ill-health. Self-deception is sometimes fostered and it might be unwise to intrude at that moment unless some important family or public interest demands attention to his affairs. There is something to be said for the method of telling whereby a relative or close friend takes that responsibility for as Munk (1887) said "they do so without destroying his hopes, for the patient will still believe that he has an appeal to his physician beyond their fears".
Perhaps half the population still believe that we usually avoid the truth. A few venerable physicians and surgeons have told no one of a fatal issue if they could possibly avoid it. I have told many and never regretted it, but I have tempered the truth with such solace as I could muster, never closing the door until the very end, for as Ogilvie (1957) has said: optimism is the greatest analgesic and hope is the most certain tranquillizer. In a patient with cancer for instance, it may greatly facilitate treatment if he knows the rationale of it but once the position has been stated there is no place for reiteration. I have known some who, having known the truth did not finally accept it and thus they found strength to go through their treatment. Mystery, fear of the unknown, may sap the patient's strength and undermine his morale. I have not met an example of suicide in a patient whom I have told, but I know that very rarely it does occur.
I would say without hesitation after years of study of this problem that there is more to be gained than lost by adopting the attitude that enough should be said to satisfy those who would wish to know the truth. Much depends of course upon the way and time of telling, but I have been astonished at the courage, determination and final resignation of so many patients and my admiration and thankfulness for their fortitude grow daily. The fact remains that there are still two attitudes to be found among us. Those who tend to tell and those who tend not to tell. I feel that the tide is turning in favour of telling, and that this is the line I take with students whose task will be greater than ours, but I am not suggesting that late in his professional life a doctor should necessarily change his attitude in favour of telling if he has not been wont to do so, for the path is indeed rocky and tortuous and he may falter to the detriment of his patient.
Dr. Ferriar, the old physician (quoted by Munk, 1887) said: "The physician will not torment his patient with unavailing attempts to stimulate the dissolving system, from the idle vanity of prolonging the flutter of the pulse for a few more vibrations; if he cannot alleviate his situation, he will protect his patient against every suffering which has not been attached to it by nature."
